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Proctocolectomy and ileal J-pouch anal anastomosis on the surgical treatment of familial adenomatous polyposis and ulcerative colitis:
analysis of 49 cases Later technique modifications improved partially the results, but without large acceptance [4] [5] [6] [7] . Only in 1980 Utsunomiya, a J ileal pouch was devised, with satisfactory post-operative results, including good quality of life 8 . With these technical modifications, and confirmed relationship between capacity of ''neorectum'' and functional outcome 9 , proctolectomy with IPAA became the ideal surgical treatment for most patients with refractory ulcerative colitis (UC) and selected cases of FAP.
The complications severity depends on the patient previous diagnoses, usually worst on UC. Nutritional status, previous surgery, size of pouch and even presence of intestinal diversion are involved on prognosis [10] [11] [12] . Although stapler adoption, improved pre and post-operative cares and antibiotics, early and late postoperative complications (anastomtic leakage, fistula, pouchitis, dysplasia and even pouch carcinoma) may occur.
We decided to assess the results of IPAA in 49 patients with UC or FAP.
METHODS
Medical records of 49 patients submitted to coloproctectomy with IPAA were analyzed including age at surgery, gender, diagnosis, previous surgeries, surgical time, hospital stay, functional results and postoperative complications (surgical material and technique shown in Figures 1 and 2 ).
RESULTS
Thirty-two patients (65%) were diagnosed with UC and 17 (34%) with FAP. Average age was 39.5 years. Forty-three percent were male. Among FAP, 61% were diagnosed with colorectal carcinoma by colonoscopy.
Twenty-one percent of the patients with UC had toxic megacolon, 31% had undergone a surgical approach before the IPAA (usually subtotal colectomy) and half of the patients presented other complications (bleeding requiring transfusion or surgery, peritonitis or severe dysplasia on endoscopic examination).
Mean operative time was 4 hours and 30 minutes (4 hours and 36 minutes FAP versus 4 hours and 27 minutes UC). This time included patients from the beginning of the surgical experience on our hospital and some cases performed manual anastomosis (2 hours and 30 minutes, with mechanic anastomosis).
Average hospital stay was 10 days (5 to 57 days): 10.1 FAP and 10.7 UC. Fifty percent of patients with UC had surgical complications in the early postoperaocorreram em 22,4%: em seis poliposes adenomatosas familiares e cinco colites ulcerativas. Dois pacientes apresentaram disfunção erétil e uma ejaculação retrógrada. Um paciente teve dermatite perineal severa (realizada ressecção da bolsa). Foi observada incontinência em quatro pacientes e escape fecal em dois. Média de hábito intestinal: cinco vezes ao dia. Conclusão: Anastomose íleo-anal com bolsa ileal é uma cirurgia com aceitável morbidade e bons resultados funcionais, quando bem indicada e realizada em centros de referência.
Palavras-chave: polipose adenomatosa do colo; bolsas do colo; polipose intestinal, proctocolite. tive period (we cite 18% had anastomotic stenosis and 15.6% pouch-anal anastomotic leakage). Early surgical complications occurred in 29.4% of FAP: three cases of stenosis of the anastomosis, one pouch-anal anastomotic leakage and one anastomotic leak to incision fistula.
Intestinal diversion was performed in 100% of UC and 88% FAP. The closure of the ileostomy was performed in 87.5% UC and 76.4% FAP.
Pouchitis occurred in eight cases: 16.3% (seven UC and one FAP), requiring the excision of pouch in three UC.
Late post-operative complications (intestinal obstruction, erectile dysfunction, pelvic abscess and liver) occurred in 22.4% of cases, six cases in patients with PAF and five in patients with UC). Two patients had erectile dysfunction, and one retrograde ejaculation. Incontinence was observed in 6.1% of cases. One patient (1.9%) with a severe case associated to severe perineal dermatitis was submitted to performed excision of pouch. Two (3.8%) reported soil. Mean bowel movement was five times a day (3 to 20).
One patient was evaluated with urinary tract infection and mortality rate was 7.6%: two cases of carcinoma on J pouch and two postoperative complications.
DISCUSSION
Most patients had UC (65%; 32 patients); 34% (17) had FAP.
The majority of patients with FAP (61%) were admitted with colorectal carcinoma (from in situ to 'T4' stage tumors). We attribute this data to delay since symptoms onset until search for medical treatment. Twenty-one percent of the patients with UC had previously toxic megacolon and 31% undergone a surgical approach before the IPAA (usually subtotal colectomy and terminal ileostomy or ileorectal anastomosis).
Half of the patients presented other complications (bleeding, peritonitis or severe dysplasia on endoscopic examination), similar to Langenbecks Fazio and Pemberton [13] [14] [15] . Average operative time -4 hours and 30 minutes -improved with stapler anastomosis (2 hours and 30 minutes) and the diagnoses do not affect average hospital stay (10.1 days for FAP versus 10.7 days for UC) or procedure length (4 hours and 36 minutes for FAP versus 4 hours and 27 minutes for UC).
Early postoperative complications were more common on UC (51%: 18% had anastomotic stenosis and 15.6%, pouch-anal anastomotic leakage) than FAP (29.4%: three cases of stenosis of the anastomosis, one pouch-anal anastomotic leakage and one IPAA fistula).
Our preference is to perform IPAA with a loop ileostomy (to prevent impact of an anastomotic leak, mainly on UC using steroids). 100% with UC and 88% with FAP) and closed in 87.5% with UC and 76.4% with FAP 16, 17 . Pouchitis occurred in eight cases (16.3%): seven of UC and one of FAP. The three excisions of IPAA, converted to terminal ileostomy, occurred on UC. Two patients had severe pouchitis (biopsy posteriorly suggested Cröhn's disease) and one patient had severe perineal dermatitis and extensive cellulitis.
Mortality rate (7.6%), late post-operative complications like intestinal obstruction, erectile dysfunction and pelvic abscess (22.4%, six cases in patients with PAF and five in patients with UC) are similar to other authors 18, 19 . Two patients had erectile dysfunction, and one of these, retrograde ejaculation. Incontinence was observed on four patients (8.1%). Two patients (3.8%) reported nocturne soil. Mean bowel movement was five times a day (3 to 20).
CONCLUSION
This study suggests IPAA is a safe surgery with acceptable morbidity, if well indicated and performed by a specialized team in referral centers. It provides satisfactory functional results and can avoid permanent ileostomy. The low postoperative morbidity and mortality and good functional results demonstrate the effectiveness of the IPAA surgery. 
